A patient had a prolonged block after continuous extradural analgesia in labour. The block was unilateral, but 60 min after a second block there was bilateral sensory and motor loss. The original unblocked side did not recover fully until more than 60 hr. The local anaesthetic agent was 18 ml of bupivacaine 0.5 % plain.
A 26-year-old patient who had been pregnant twice previously presented in labour. During her first delivery she had pethidine for the relief of pain; a vacuum extraction was necessary under general anaesthesia. In her second labour she had a spontaneous vaginal delivery with nitrous oxide in oxygen (Entonox) for analgesia. However, she was not satisfied with the pain relief obtained from either pethidine or nitrous oxide in her previous labours, and after an explanation of extradural block and its possible complications she decided upon this method. Her pregnancy had been normal and physical examination revealed no abnormality.
The patient was positioned on her left side. Using a Tuohy needle and an air-filled syringe, the extradural space was located at the L2-L3 interspace by the loss of resistance method. About 4 ml of air was injected. During insertion of a Portex catheter to 15 cm, she complained of a mild cramplike pain down her right leg. The catheter was withdrawn to 10 cm from the skin, leaving 4-5 cm in the extradural space. A Millipore filter unit (Swinnex 13) was connected, and after ensuring that no blood or c.si. could be aspirated 5 ml of bupivacaine 0.5% plain was injected. Five min later she was turned on to her right side and another 5 ml of bupivacaine 0.5% plain was injec- ted. The patient obtained complete pain relief on the left side almost immediately but even after half an hour she had experienced no relief on the right side. A further 4 ml of bupivacaine 0.5% plain was injected with the patient on her right side. After another 10 min had elapsed analgesia remained confined to the left side and extended from T8 to S2. With the catheter remaining in position, with the patient in the right lateral position, the extradural space was located at the L3-L4 interspace. A second catheter was inserted, without paraesthesiae, and was withdrawn to the 10-cm mark. After aspiration, 4 ml of bupivacaine 0.5% plain was injected through a Millipore filter. Thirty min later, still on her right side, the patient had no pain relief on that side. She did not wish any other analgesia and lying mainly on her right side, she had a spontaneous delivery 45 min later. At this stage the patient reported little pain and felt completely numb down to both knees. Objective evidence of sensory loss was now present on the right side. The extradural catheters were removed within 30 min and the patient was transferred back to the ward.
Next day at routine examination, just more than 18 hr after the last dose of bupivacaine, the patient stated that she still had numbness and weakness in her right leg which was slowly improving. The numbness was less in the right thigh than it had been on the previous night. The left side felt normal. She had difficulty in standing up because of weakness on the right side. Examination showed marked reduction of active movements of the right hip and knee. The knee jerk was absent and the plantar reflex was normal on the right side. There was sensory loss to touch and pinprick in segments T10-L4 and S1-S2.
The diagnosis was thought to be either an unusually long action of the local anaesthetic or an extradural haematoma. Since the patient said she was improving it was decided to await progress and to seek a neurosurgical opinion. That afternoon (27 hr after the last dose) she felt better, complaining only of heaviness of her right leg. She was able to stand without difficulty and to walk with support. Examination at this stage showed that the left side remained normal and she was now able to move the right hip and knee against resistance but still could not lift the leg. The knee jerk had returned. Sensory loss extended from T10-L4. The next day (42 hr after the block) the patient could stand up and walk unaided. Sensory loss was confined to L1-L2 on the right side. She was seen 3 hr later by a neurosurgeon (R.D.W.) who found minimal weakness of dorsiflexion and plantar flexion of the toes and diminution of hip flexion and knee extension. No specific reason could be attributed to her persistent weakness. She had recovered completely by that evening (50 hr) except for diminished sensation over the LI area on the right thigh. Follow-up next day, nearly 72 hr after the last dose of bupivacaine, revealed no further abnormality. She has remained well since.
DISCUSSION
A complication which is disappointing to anaesthetists and obstetricians is a partially successful block such as occurred with this patient. Table I shows published reports of unilateral block after extradural analgesia and the explanations offered.
Unilateral analgesia might be the result of the injection of the air used to locate the extradural space. Congenital soft tissue or bony barriers can be discounted because of the eventual spread of anaesthesia to both sides. The block spread to the right side after nearly 2 hr by which time any encysted air would have been absorbed. Since the block spread to the right side immediately after delivery, it is possible that the increased pressure in the extradural space from distended veins, relieved at that moment, enabled the local anaesthetic to spread to the originally unblocked side.
A catheter introduced apparently correctly may not follow the intended course (table II) . It is possible that one catheter was in the left paravertebral space and the other in the right space, but if the prolonged duration of the block on the right was a result of perineural injection of bupivacaine, the onset of the block should have been very rapid.
It would seem that there is a small (4% or more) incidence of paravertebral exit of the catheter if it is advanced for 5 cm or more in the extradural space (10 cm from the skin).
The unilateral action is therefore explicable as the result of air injections, and paravertebral placing of the catheter or the drug, but the prolonged blockade is unusual. Massey Dawkins (1969) reported two cases of prolonged block in patients who were receiving anticoagulants. An extradural haematoma caused compression of the cord with bilateral signs. Recovery took place in one patient after 10 months but in the other paralysis was permanent In our patient the residual blockade was unilateral, the return of function was steady, sustained and complete within 72 hr. The signs and course of the recovery exclude haematoma as a cause. Spasm of the arteries supplying the nerve roots seemed unlikely because the paraesthesiae experienced by the patient on passage of the first catheter was not immediately followed by any sensory or motor manifestations and there was complete recovery. Indeed, in the absence of spinal fluid, paraesthesiae have even been used as an indication of a properly placed catheter (Flowers, Hellman and Hingson, 1949) .
Analysing the world literature of 32,718 cases of extradural block for various procedures and local anaesthetics, Massey Dawkins (1969) reported on 48 cases (0.1%) of "transient" paralysis in which nerve block lasted for several months. Some instances were related to the use of adrenaline 1:80,000. He also found an incidence of 0.02% of permanent paralysis.
Prolonged block after bupivacaine has been reported previously. Downing (1969) described a patient who had numbness and weakness of the right foot and leg on the day after a perineal repair under extradural block with bupivacaine 0.25% and adrenaline 1:200,000. Steel and Massey Dawkins (1968) , employing bupivacaine 0.5% with adrenaline 1:200,000, reported a patient with a small area of paraesthesia over the thigh 3 weeks after operation. The possibility of peripheral nerve damage was acknowledged.
In a series of 923 lumbar extradural blocks for labour, Crawford (1972a) reported one case of residual skin analgesia on the thigh lasting 6 weeks. Two more patients were reported widi residual patches of numbness over the thigh lasting about 6 weeks (Crawford, 1972b) . Both bupivacaine plain and with adrenaline had been employed. One of us (M.R.) has seen one patient who had sensory loss and weakness of the foot lasting 7 days; 18 ml of bupivacaine 0.5% plain had been used. It was accounted for as compression of the sciatic nerve.
Although it would seem attractive to connect the unilateral block, delayed onset of sensory and motor loss and long duration of action, we are unable to produce a satisfactory theory. It seems possible that the prolonged block of more than 60 hours was related to the use of bupivacaine (90 mg of bupivacaine 0.5% plain). 
SUMARIO
Un paciente tuvo un bloqueo prolongado despues de analgesia extradural continua en dolores de parto. El bloqueo era unilateral, pero 60 minutos despuis de un segundo bloqueo hubo una perdida generadora y sensitiva bilateral. El original sin bloquear no se recupero completamente hasta mis de 60 horas. El agente anestesico local fue de 18 ml del 0,5% de bupivacafna ordinaria.
